The case described is of a primary liver cell carcinoma (PLCC), which was initially misdiagnosed as hepatic hydatid disease. The computed tomographic appearances ofhepatic hydatid disease are often characteristic although not specific. When supported by the clinical findings, however, they will probably not be confused with other liver masses. In this case the presence of peripheral rim calcification, commonly seen in hydatid disease but which has not been previously noted in PLCC, lead to an erroneous diagnosis.
Hydatid disease remains a common disease especially in central Europe and even today 'it is unwise to dismiss it as a curiosity'.'2 Primary liver cell carcinoma is a comparatively rare tumour in western Europe (1-2/100000), although its incidence is greatly increased in patients with cirrhosis. This case shows the only recorded case ofrim calcification in a patient with untreated primary liver cell carcinoma (PLCC). He was referred from abroad where clinical and computed tomographic findings seemed strongly suggestive of hydatid disease and treatment was planned on this basis.
Case report A 56 year old Greek plumber presented with a two month history of upper abdominal discomfort, intermittent fever, mild obstructive jaundice, and tenderness in the right upper quadrant.
As part of the investigations computed tomography was performed, which showed a multicystic lesion in the liver with peripheral curvilinear calcification ( Figure) . A metastases, Caroli's disease or congenital cysts.5 Rim calcification occurs in 10-20% and when seen in a patient from an endemic area is strongly suggestive of hydatid disease.56 Only the finding of daughter cysts or membrane detachment, however, can be considered diagnostic. 7 Escherichia alveolaris is less common than E granulosis but is more probably confused with hepatic malignancy in that, larger lesions are mixed with areas of necrosis, calcification, and cyst formation. In 13% of lesions calcification may be seen in the walls of cysts and again when seen in a patient from an endemic area hydatid disease is the most probable diagnosis.
PLCC is normally isodense with liver but may be hypodense. Most lesions show considerable heterogenious enchancement after intravenous contrast.8 Morphologically they may be single or multiple, poorly or well defined lesions. Calcification occurs in up to 15% of cases; in one case minimal arcuate calcification has been seen near the periphery of a diffuse tumour after chemotherapy. 3 The diagnosis of hydatid disease does not depend on the presence or absence of rim calcification. Nevertheless rim calcification is suggestive of hydatid disease and is particularly useful in the diagnosis of alveolar hydatid disease,9 which can be very difficult to differentiate from malignancy. Rim calcification, however, is not pathognomonic ofhydatid and in the absence of further corroborative signs other possibilities must be considered.
In this patient attenuation values significantly higher than water were present within the lesion. This could have represented secondarily infected cysts56 although in such cases there is often surrounding low attenuation suggesting oedema.
Nevertheless, infection by E granulosus was effectively ruled out by the diffuse contrast enhancement ofthe area. Infection ofE alveolaris on the other hand, could not be excluded on this basis because contrast enhancement may occur and is therefore unhelpful in differentiating this from other hepatic masses.
In conclusion this is the first report of rim calcification in association with PLCC. Its presence in conjunction with a hepatic mass should not distract the radiologist or clinician from a careful review of the other features of an abnormality before reaching a diagnosis.
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